Background: In Europe, progress in the development of health policies that address the needs of migrants and ethnic minorities has been slow. This is partly due to the absence of a strategic commitment by the health authorities. The Ministry of Public Health commissioned the ETHEALTH (EThnicity & HEALTH) group to formulate relevant recommendations to the public authorities with a view to reducing health inequalities among ethnic minorities. This paper describes the political process and the outcomes of the ETHEALTH expert group. Results: After ten meetings, the ETHEALTH group came up with 46 recommendations, which were presented at a national press conference in December 2011. Target groups concerned by these recommendations covered both irregular migrants and migrants entitled to the national insurance coverage. Recommendations were supported by the need of combining universal approaches to health care with more specific approaches. The scope of the recommendations concerned health care as well as prevention, health promotion and access to health care. When analysing the content of the recommendations, some ETHEALTH recommendations were not fully measurable, and time-related; they were, however, quite specific and realistic within the Belgian context. The weak political commitment of an executive agency was identified as a major obstacle to the implementation of the recommendations. Conclusions: The ETHEALTH group was an example of scientific advice on a global health issue. It also demonstrated the feasibility of coming up with a comprehensive strategy to decrease ethnic health inequalities, even in a political context where migration issues are sensitive. Two final lessons may be highlighted at the end of the first phase of the ETHEALTH project: firstly, the combination of scientific knowledge and practical expertise makes recommendations SMART; and, secondly, the low level of commitment on the part of policymakers might jeopardise the effective implementation of the recommendations.
Background
Like other European countries, Belgium has to cope with the increasing diversity of its population. Several factors contribute to this diversity, including a long history of labour migration, the country's colonial past, and, more recently, its strategic position in the European Union [1, 2] . Although a certain slowing-down of labour immigration has been observed in recent years, migration flows still persist and asylum applications are still rising.
In Belgium, the health status of migrants and ethnic minority groups (MEM) raises a paradox. On the one hand, some MEM have a lower risk of mortality, lower prevalence of some cancers, and lower alcohol consumption rates compared to Belgians [3] . On the other hand, MEM often experience poorer health status than "native" Belgians: some MEM have more mental health problems, such as psychosis and anxiety, higher rates of chronic diseases, such as type 2 diabetes mellitus, and report poorer subjective health compared to Belgians [4] [5] [6] [7] [8] [9] . Moreover, MEM experience linguistic and cultural barriers to access to some health services, such as health promotion facilities, screening services, and specialised care; this can increase their risk of poorer health status because of a lack of (appropriate) care [10, 11] .
In the last decade, many national and international agencies have placed ethnic health equality higher on the public health agenda. The 2003 US "Unequal Treatment" report and the 2005 Bennett Report in the UK have led to proactive migrant health policies within the health services [12, 13] . Since 2000, the European Union has published several directives referring to health care for migrants and required from his members an integration of these directives within the national legislative framework [14] [15] [16] [17] [18] [19] [20] [21] . In 2006, the Council of Europe deposed a memorandum on health services in a multicultural society [22] . In 2008 the WHO published Resolution WHA 61.17, highlighting the need to promote migrant-sensitive policies within health systems [23] . This was followed by a policy report of the WHO Regional Bureau for Europe, which advised states on how to address ethnic inequalities [24] . This kind of public advocacy has led to some interesting initiatives, such as the creation of the National Resource Centre for Ethnic Minority Health in Scotland, the development of the Migrant-friendly Hospitals Task Force and the Amsterdam Declaration, and the "Migration and Health" project in Switzerland, led by the Federal Office of Public Health [25] [26] [27] .
Despite such public advocacy, however, many European countries are still hesitating on how to come up with an explicit commitment in relation to this topic [28] . So far, Belgium has addressed ethnic health inequalities only to a limited extent. Although Belgium had integrated all the European directives aimed at improving the health of MEM into its legislation, its commitment to diversity is rather weak [29] [30] [31] . Data on ethnic health inequalities are rather sparse and mostly limited to nationality. Public agencies are prohibited from collecting data on ethnicity [32] . Very few public health policies actually recognise the importance of cultural diversity and the needs of MEM [33] . Most publichealth plans (such as the National Plan against Cancer) or blueprints have not paid attention to the particular situation of MEM; this has led to under-provision of health services, prevention, and health promotion [10, 11, 34] . Health care organisations have no formal obligation to pay attention to diversity, leading to an implicit denial of health care discrimination. Although laws to struggle against racism and discrimination exist, the Centre for Equal Opportunities and Opposition to Racism has an advisory role only and is not considered as an executive agency [35, 36] . In addition, within the two most important health executive agencies, there is no strong commitment to improve equity and diversity. Finally, state-funded intercultural mediators are limited to hospitals and there are few interpreting services in outpatient settings.
Recent events have increased the pressure on health policymakers to pay more attention to ethnic health equality in Belgium. Critical incidents -such as the failure to provide asylum applicants with adequate health care or Muslim clients refusing emergency care for gender-based reasons, and epidemiological data on the rising incidence of communicable and non-communicable diseases among MEM -have triggered more interest among public-health stakeholders. Recently, the COST HOME network has put the issue higher on the research agenda in Belgium and in Europe [37] . The recent work of Lorant & Bhopal comparing Belgium and Scotland had highlighted some of the weaknesses of the Belgian health system and prepared the ground to develop a national project [29] . Within this context, the "ETHEALTH" -Ethnicity and Health -expert group was set up to formulate recommendations to the Belgian public health authorities on how to reduce ethnic and migrant health inequalities. This paper describes the process and outcome of elaborating this collaborative strategy to improve equity in health. To our knowledge, this is the first report in continental Europe on how to elaborate a policy blueprint to tackle ethnic inequalities in health. Through this paper, we hope to contribute to the growing debate on changing policies on ethnicity and health as highlighted recently by the COST-ADAPT memorandum [38] . Although there is a growing body of evidence that publichealth sciences could contribute to the elaboration of policy, there are few previous experiences of scientific studies producing advice in relation to ethnicity and health in continental Europe [39] .
Methods
The steering committee A steering committee was commissioned by one General Director at the Ministry of Public Health. This steering committee was composed of three researchers and two civil servants from the Ministry of Public Health. The steering committee conducted the project, organised the panel meetings, invited the experts, and drafted the report. The steering committee also produced a review of the existing situation in relation to migration and health in Belgium, as well as in other countries, to provide a documentary background for the discussion.
The steering committee invited several experts in the field of health and migration in Belgium to take part in the panel. Experts cited by the five members of the steering committee were contacted and asked to join the core group of ETHEALTH. Four experts refused to participate, either due to lack of time or because they did not consider themselves to be experts. They were replaced by other experts on the list. Twenty-one experts finally constituted the panel. The panel was made up of 8 men and 13 women. Four experts were from migrant backgrounds, 13 experts had French as their preferred national language. Table 1 displays the qualifications and current positions of the ETHEALH experts [ Table 1 ].
The panel process and deliverables
Ten panel meetings took place between June 2010 and December 2011. The first meeting agreed on the scope, target group, objectives, and disclosure of the final report. Panel sessions were also devoted to specific topics such as (1) undocumented migrants and asylum seekers; (2) cultural competence, health promotion, and prevention; and (3) monitoring and registration of data on ethnicity in relation to health issues.
At each meeting, participants expressed themselves either in French or Dutch. Simultaneous interpretation was provided by professional interpreters. That service was very important to help avoid misunderstandings, first of all, between French-and Dutchspeaking stakeholders, but also to allow MEM to participate in the process. Based on the transcripts of the meetings, a first version of the report was drafted by the steering committee and sent to the members of the panel group for approval and modification. The ETHEALTH report was structured around the Priority Public Health Conditions Analytical Framework [40] . The final report and recommendations were presented at a national press conference in December 2011. Other dissemination activities were carried out, including communications at national and international conferences. Some dissemination activities were led by the steering group, while others were organised by the members of the ETHEALTH group. 
Results
We report the outcomes concerning the general framework of the debates within the ETHEALTH group, before presenting the recommendations. We then assess how SMART the recommendations are. Finally we analyse the political process. The target group had to be defined, as the ETHEALTH group acknowledged that "migrants and ethnic minorities" encompass highly heterogeneous groups, with various histories of migration and sometimes very different needs. It was quickly admitted that nationality was no longer an appropriate term, as an important part of the migrant population living in Belgium has Belgian nationality. Accordingly, the ETHEALTH group adopted the wider approach of WHO Europe and consensually decided to use the WHO Europe concept of "Migrants and Ethnic Minorities" (MEM) [24] .
Early panel discussions quickly led to a clear distinction between legal MEM entitled to health insurance coverage and irregular MEM, whose health care coverage falls under a different legal regime. The ETHEALTH group felt that these two groups required different policy approaches, although the commissioning agency was initially not that interested in irregular migrants, because that group falls under the responsibility of a different ministry. For public health reasons, however, this group was recognised as highly vulnerable.
A third debate led to an emphasis on the need to combine universal approaches to health care with more specific approaches for MEM. The ETHEALTH group noted that a small number of health care organisations, such as particular public hospitals and primary care surgeries, were increasingly attracting most MEM patients, leading to a de facto health care ghetto. In the light of this, the ETHEALTH group urged that all health care systems should be accessible to all population groups, including MEM; this requires that all health care institutions be organised in a "migrant-friendly" way in order to avoid health care ghettos and increase the accessibility and quality of care.
Finally, although its initial commission focused on health care, which is the main competence of the federal Ministry of Public Health, the ETHEALTH group quickly broadened its scope to include access to health care, health promotion, and prevention.
Recommendations
The ETHEALTH group came up with 46 recommendations [41, 42] [ Table 2 ]. The ETHEALTH report was drafted in line with the Priority Public Health Conditions Analytical Framework [40, 43] . This conceptual framework was consensually chosen as an overall model to illustrate the complex interactions between all the recommendations. It includes five interacting levels: context and socio-economic position, differential exposures (risk factors), differential vulnerability (at-risk groups), differential health outcomes, and differential consequences [Additional file 1: Figure S1 ].
At the contextual and socio-economic levels, the ETHEALTH group made the case for better data on MEM, improved coordination across the different levels of governance, and making cultural competences a licensing criterion for all health care professionals. For example, Belgium already has a National Health Survey by interview, but there is no recording of the ethnic background of the participants. An additional sample of MEM might provide more reliable estimates of the health of MEM living in Belgium (recommendation 1.2).
In order to decrease differential exposure, the ETHEALTH group recommended improving equal socio-economic opportunities for MEM, fighting against discrimination, and improving preventive health care among MEM. For example, the ETHEALTH group recommended the integration of preventive activities into the primary health care services: these activities must be relevant to the neighbourhood where the health service is located (recommendation 2.5).
In relation to differential vulnerability, the ETHEALTH group identified three more at-risk groups among MEM: irregular migrants and asylum seekers, MEM with mental health problems, and women. These three groups have several risk factors for having a poorer health status than the "native" population and experiencing discrimination due to the multiplication of risks. For example, in order to reduce administrative procedures and facilitate access to health services, the ETHEALTH group supported the generalisation of the "medical card" for irregular migrants. In areas where it already exists, the medical card for irregular migrants gives access to health care services for a particular period, without additional administrative procedures. For MEM with mental health problems, the ETHEALTH group advised an improvement in collaboration, including referrals of patients, between mental health services and supportive associations for MEM, such as community associations (recommendation 3.14). For women, the ETHEALTH group recommended an improvement of the management of MEM women in maternity wards, accident and emergency departments, and gynaecological services. Using interpreters, in order to avoid relying on interpretation by husbands, or cultural mediators, in order to make less likely the refusal of care by women (or their families) because of gender issues, are two concrete initiatives that could reduce the isolation of some MEM women (recommendation 3.16).
In relation to health outcomes, the ETHEALTH group suggested improving the quality and accessibility of health care. Several existing initiatives were described in the report [41, 42] . One interesting recommendation is Developing interpreting facilities and intercultural mediation within mental health care services 3.13. Improving access to specific training in mental health for health professionals 3.14. Improving collaborative links and referral between mental health services and associations that assist MEM, whatever their legal status to improve the development of intercultural mediation, which already exists in hospitals but is lacking in GP surgeries (recommendation 4.7).
Are the ETHEALTH recommendations S.M.A.R.T?
We also assess how SMART these recommendations are, with regard to the following criteria: Specificity, Measurability, Assignability, degree of Realism, and Time-relatedness [44] .
Specificity: universal versus specific approaches
Fourteen recommendations could be considered as universal, while 32 are specific recommendations for MEM. Among the specific recommendations, 18 concern three more vulnerable groups: irregular migrants (9 recommendations), women (3 recommendations), and MEM with mental health problems (6 recommendations). Because of specific risk factors, these three groups are considered to be at greater risk of having severe health problems or experiencing exclusion and discrimination. Universal recommendations mainly concern improvements in the accessibility and quality of care for the entire population, and not specifically for MEM. For example, recommendation 4.2 argues for free access to primary health care for all children and young people below the age of 18.
Measurability
A recommendation is measurable when it is possible to quantify it or at least when an indicator of progress is suggested. Actually, none of the recommendations has an indicator of progress or a measurable target. In some cases, however, the recommendation suggests a concrete action, whose measurement does not imply a quantitative measurement: this is the case with recommendation 1.2, which argues for a better sampling of MEM in the National Health Interview Survey. Moreover, recommendations 3.1 to 3.6 are extremely concrete and their adoption is likely to lead to explicit outcomes. For example, recommendation 3.6 suggests granting a temporary residence permit to irregular migrants with a contagious disease such as tuberculosis, in order to create confidence and ensure MEM follow a full course of treatment.
Assignability: who are the recipients?
The ETHEALTH recommendations target several stakeholders. Twenty-three recommendations target political actors (e.g. recommendations 1.4, 3.1, 3.6, and 4.1): these Broadly, the recommendations require marginal changes. We identify three levels of change in the ETHEALTH recommendations: marginal change, enforcement of existing regulations, and radical change. Firstly, 23 recommendations require only marginal changes; these recommendations do not require legal changes or a new distribution of power. Moreover, the climate is already favourable for the implementation of some of these recommendations. Recommendation 1.6, for example, argues for the inclusion of cultural competency training in the licensing requirements for health professionals.
There is currently a reform of the medical curriculum under way in Belgium that creates some momentum for the introduction of new skills into the education of medical doctors. Secondly, 14 recommendations involve the implementation of existing regulations and go on to argue for improvements in the application of these rules, for example, those that are intended to combat discrimination on the labour market (recommendation 2.1). Thirdly, 9 recommendations require more radical changes. For example, recommendation 4.2 argues for free health care for children between 0 and 18 years of age; this would require a modification of health insurance coverage, funding rules, and legislation.
Time-relatedness
None of the recommendations has a deadline for implementation. Uncertainty about when the recommendations would be published may have played a role here.
Assessment of the political process
We now describe the role of the policy process in adopting and -possibly -implementing these recommendations within the "Shiffman and Smith" framework [45] . This framework is helpful when it comes to anticipating difficulties in implementing the recommendations and the resources needed to overcome those difficulties: the cohesion of the political community, the ideas portraying the problem, the political context, and the issue importance.
In relation to the cohesion of the political community, ETHEALTH group succeeded in drawing up inter-sectorial recommendations in a context of considerable political and administrative fragmentation within Belgium, where ethnicity remains a relatively neglected topic. The heterogeneity of the experts contributed to the development of a wide range of recommendations. These recommendations concerned the individual level as well as the institutional and political levels. However, implementation may still be endangered because of the high level of political, legal, and administrative fragmentation applying to health and ethnicity in Belgium. The most obvious fragmentation has to do with devolution and the North-south divide, which was particularly burning at the time. We noticed, for example, that French-speaking representatives were less keen to attend the meetings than Dutch-speaking representatives. Press coverage was also somewhat less favourable in the French-speaking media. Moreover, although the Ministry of Public Health commissioned ETHEALTH, the political context was not favourable to strong commitment: no key figure emerged to make a public commitment to the implementation of the recommendations. The "Centre for Equal Chances and Opposition to Racism" has a mandate that is somewhat closer to the objectives of ETHEALTH, but it has only an advisory role in the Belgian statutory set-up. In fact no guiding institution with a definite executive mandate currently exists in Belgium to cope with these issues. This may also jeopardise the implementation of the recommendations, as issues of ethnicity and health cut across many institutions. The absence of policymakers did, however encourage open and transparent discussion and no partisan affiliation was necessary to participate. Finally, the publication of the ETHEALTH group report led the Ministry of Public Health to call for an inter-ministerial conference, a code name in Belgium for involving federal and regional policymakers. Such conferences lay the foundations for cooperation between federal and regional authorities in order to promote more coherent planning. The ETHEALTH group also acknowledged the need to adapt the recommendations according to institutional responsibilities.
Given the complexity and variety of the topics involved, the ETHEALTH group had to structure the recommendations using a wide spectrum of ideas. The steering group suggested the Priority Public Health Conditions Analytical Framework as a framework for organising the diverse recommendations and preserving the multiple perspectives highlighted by the experts [43] . In that sense, ETHEALTH represents a valuable application of this framework to specific vulnerable groups. The Priority Public Health Conditions Analytical Framework was seen as a relevant model for a structured approach to broad issues such as migration and health.
The political context was not favourable: the low level of political commitment beforehand and the absence of a federal government at the time made the whole project risky. ETHEALTH group could not assume that its recommendations would have an immediate impact and was aware that its recommendations might not be implemented. This particular situation influenced the debates and the outcomes. It was clear at the time that health care would be part of the institutional reshuffle that was expected to lead to a new devolution of responsibilities to regional authorities, which were not sitting around the table. A change in the political orientation of the Ministry of Public Health may also have impeded the diffusion of the results. Finally, the new federal government was formed just two weeks before the press conference. The day the results were presented, the federal government announced the reform of the pension system: as a consequence, the ETHEALTH recommendations were downgraded to a lower priority level both inside the government and in the media.
Finally, the importance attributed to these issues was difficult to estimate, mainly because of data scarcity. Although the preliminary review of the existing data highlighted the importance of these issues, additional data are needed on migrant health in Belgium. Consequently, the first ETHEALTH recommendation concerns the need to record data on ethnic inequalities (see recommendation 1.1).
Discussion
The ETHEALTH recommendations were specific and, broadly, realistic within the Belgian context: they were mostly based on existing Belgian experience. Most of the recommendations require marginal changes, meaning that the potential to develop fair policies for MEM already exists in Belgium. Some recommendations were clearly defined and had a clear audience. This was particularly the case for recommendations 3.1 to 3.6, which had been discussed for a long time before ETHEALTH group was set up by a forceful advocacy group, "Kruispunt Migratie Integratie", on behalf of irregular migrants. This example confirms the importance of having a lead agency in the field of migration and health in order to sustain the development of migrant-friendly policies.
Uncertainty, however, remains when it comes to translating these recommendations into practice. The ETHEALTH recommendations were not all fully SMART (Specific, Measurable, Assignable, Realistic, and Time-related). They were not formally assigned to specific stakeholders, although they suggested implicit assignment. Lack of assignation of the recommendations may lead to a dilution of responsibilities among stakeholders, with minimal commitment to implementation. Indeed, at the time, the political instability did not favour such assignability: the government had no mandate to make strong commitments and the devolution of some responsibilities to regional authorities was under discussion. Moreover, ETHEALTH group had no explicit mandate to assign the recommendations to public authorities. Similarly, the recommendations did not suggest a time schedule for implementation or indicators to assess the implementation of the recommendations. Developing an implementation plan requires a lead agency and resources to achieve it; in the field of migrant health, it is currently hard to see which agency this might be.
Are the ETHEALTH recommendations consistent with similar achievements in the same field? Recently, the Council of Europe published recommendations on mobility, migration, and access to health care [46] . It turns out that the content and structure of the ETHEALTH recommendations were similar to the recommendations of the Committee of Ministers of the Council of Europe. The recommendations of the Council of Europe did not establish a deadline for achievement, nor were there suggested indicators of progress, but the recommendations were specific and realistic at the European level. In the Scottish "Fair for All" policy and in the Amsterdam Declaration, recommendations are quite specific but do not address inequalities within the general population. The reduction of health inequalities appears to be more efficient when generic and specific interventions are combined in order to improve the health status of the whole population. Therefore, these interventions require an evaluation of their impact that takes into account the gender, ethnicity, and socioeconomic status of different population groups [47] . On the other hand, the Scottish "Fair for All" recommendations were highly measurable, with clear indicators of achievement; they were realistic and had a time schedule for implementation according to the efforts the services had to make. We also noticed that these Scottish recommendations were assigned only to the managers of the health services and health professionals [26] . Similarly, in Switzerland, the federal strategy for 2008-2013 suggested specific, time-related recommendations to improve health equity [48] . The Swiss recommendations were assignable and spread across several levels, like the ETHEALTH recommendations. They were highly realistic and a specific budget was set out. But one of the main differences between the ETHEALTH recommendations and the Swiss and Scottish programmes is the initiator of the policy review in question. In both Scotland and Switzerland the public authorities were the source of the project. Specific legislation against discrimination, such as the UK Race Relations (Amended) Act of 2000, already existed, putting pressure on the authorities to develop diversity plans, including in the health services. The commissioning of ETHEALTH by the Ministry of Public Health was in part triggered by the scientific community.
ETHEALTH looked at a very broad spectrum, including first-generation migrants and ethnic groups, insured and non-insured migrants, and health problems, as well as upstream factors such as socio-economic inequalities or health care coverage. This differs, however, from previous European policies on migrant health. Indeed, as previously shown, most European policies tend to focus on first-generation migrants or on ethnic minorities, whereas ETHEALTH looks at all migrant groups [49, 50] .
The study had some limitations. Members of the ETHEALTH group were selected on a voluntary basis. Only 4 experts belong to an ethnic minority group and no representative of users was invited. As the MEM represent a highly heterogeneous population in Belgium, the ETHEALTH group decided against inviting users' representatives, in order to avoid an over-or underestimation of some groups in the discussion. However, the preparatory review of the existing data also looked at studies of the needs and expectations of MEM, with a view to including these in the recommendations. In future phases, ETHEALTH might consider organising discussions with representatives of users and representatives of the MEM communities, such as the Muslim Executive, in order to validate the recommendations and tailor them to the needs of clients.
We also noticed that most of the experts on the panel had a patient-centred perspective on health care. None of the health experts was believed to be active in a "biomedicine" service. Experts with a patient-centred perspective may be more favourably disposed to the adaptation of health care to cultural diversity than experts without a patient-centred perspective [50] . Some skills and expertise were lacking: further projects could also involve discussion and validation of the recommendations with representatives of medical and paramedical disciplines.
Conclusions
The ETEHALTH group was an example of "scienceadvising" on a global health issue. It also demonstrated the feasibility of coming up with a comprehensive strategy to decrease ethnic health inequalities, even in a political context where migration issues are sensitive. The second positive outcome of ETHEALTH has been to create a stronger community of both researchers and field workers; this may help to bring together practical experience and scientific expertise and improve the cohesion of the community.
Two final lessons may be highlighted at the end of the first phase of the ETHEALTH project. Firstly, the topic for which the recommendations were the most SMART was the one for which both scientific knowledge and practical expertise were available. Secondly, a lack of commitment of policymakers might jeopardize effective implementation.
Endnotes a Levels displayed within the Table 2 are based on the Priority Public Health Conditions Analytical Framework [43] (Additional file 1: Figure S1) . b In the recommendation 3.4 (Table 2 ), the « medical card » is not the national health insurance card. It is a special card entitling the bearer to urgent health care.
